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ABSTRACT 
This cross-sectional study aimed to analyze the association between socioeconomic characteristics, 
nutritional status, anemia status and health status with the quality of life of tea pickers in Pangalengan, 
West Java, Indonesia. Subjects were 116 women of childbearing age (15–49) years. Anemia status data 
(hemoglobin levels) were taken using HemoCue Hb 201+, while nutritional status data were collected 
through anthropometric measurements (weight and height). Quality of life data was collected using the 
Short Form-36 (SF-36) questionnaire consisting of the Physical Component Summary (PCS) score and 
Mental Component Summary (MCS) score. PCS consists of physical function, physical role, pain, and 
general health dimensions. MCS consists of vitality, social functions, the role of emotions, and mental 
health. Data were analyzed using a Spearman correlation test, Pearson correlation test, and logistic 
regression test. The results showed that there was no significant relationship between anemia status and 
nutritional status with quality of life (p>0.05). However, non-anemic subjects tend to have higher PCS 
and MCS scores than anemic subjects. There was a positive relationship between Acute Respiratory 
Infection (ARI) with MCS in terms of social function dimensions, and joint pain with MCS in the 
emotional role dimension (p<0.05). The variables related to the quality of life were the number of 
family members and expenditures. Subjects with large family size (≥4 people) had a 3.5 times risk for 
experiencing lower quality of life compared with subjects with smaller family (<4 people) (OR=3.52; 
95% CI:1.23–10.05). Subjects with monthly expense of >Rp. 343,646 had lower risk of experiencing low 
quality of life 59.7% compared to subjects who had household an expense of <Rp. 343,646 (OR=0.403; 
95% CI:0.17–0.96).
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INTRODUCTION
More than 30% of the world's population 
is anemic, but anemia is a difficult nutritional 
problem to solve. Most anemia is caused by iron 
deficiency and, in some areas, is exacerbated by 
the presence of infectious diseases (WHO 2008). 
The prevalence of anemia in Indonesia has not 
shown any significant decrease. The national 
Basic Health Research (Riskesdas) 2013 data 
shows the prevalence of anemia in women of 
childbearing age, was categorized as mild to 
moderate category of public health problem, 
which is 18.4–20.1% (Balitbangkes 2013).
Women of childbearing age are prone 
to experience iron deficiency anemia Iron 
Deficiency Anemia (IDA). During this 
reproductive age, iron deficiency and anemia 
can reduce work capacity or maximal aerobic 
capacity (VO2 max) and also cause a decrease 
in work productivity through decreased oxygen 
supply to the tissues (Haas & Brownlie 2001). 
The main symptom of anemia is fatigue. These 
symptoms can develop into other problems such 
as dizziness, depression, cognitive impairment, 
and others. The symptoms experienced often 
affect the quality of relationship and social roles 
due to lack of energy and interest in socializing 
(Cella & Breitbart 2001). In addition, there is a 
strong relationship between fatigue with physical 
health dimensions and emotional roles in the 
quality of life that can limit the subject at work or 
in daily activities (Efficace et al. 2016).
According to Fayers and Machin (2007), 
quality of life is a component of happiness and 
satisfaction with life. The definition of quality of 
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life is often of a different meaning in each person 
because it has many influencing factors such 
as finance, safety, and health. For this reason, a 
term of quality of life-related to health is used 
in the field of health. The definition of health, 
according to the World Health Agency (WHO), 
is a state of well-being that includes physical, 
mental, and social, which is not only free from 
disease or disability. This means that the quality 
of human life related to health covers not only 
physical health, but also includes mental, social, 
and emotional health (Niswah 2014).
Health-related quality of life can decrease 
due to reduced functional abilities such as the 
ability to work, social interaction, recreational 
activities, and the decline in the meaning of 
subjective well-being (Flechtner & Bottomley 
2003). Also, quality of life is affected by one's 
health status. Research by Zubaran et al. 2008 
in 120 subjects in Brazil showed that there was 
a significant relationship between health status 
and quality of life. Health-related quality of life 
is also influenced by a person's nutritional status. 
Poor nutritional status can reduce physiological 
function, increase the risk of disease 
complications, and even death, which can result 
in decreased quality of life (Wanden-Berghe et al. 
2009; Pearson et al. 2001).
Tea pickers are often the choice of work 
for women in rural areas. This is due to limited 
employment in rural areas, lack of skills, and low 
education (Kusumawati 2012). Tea pickers often 
find it challenging to obtain a healthy and proper 
settlement environment that affects the nutritional 
and health status, which can trigger various 
diseases (Fitriyani et al. 2008). This study aims to 
analyze the association between socioeconomic 
characteristics, nutritional status, anemia status, 
health status, with quality of life of tea pickers in 
Nusantara Plantation Company VIII (PTPN VIII) 
Pangalengan, West Java.
METHOD
Design, location, and time
The design of this study was cross-
sectional. The research location was determined 
purposively, it was at the Nusantara Plantation 
Company VIII (PTPN VIII) located in 
Pangalengan, West Java, Indonesia. There are 
four selected gardens, namely Malabar Gardens, 
Purbasari Gardens, Sedep Gardens, and Talun 
Santosa Gardens. The study was conducted 
in April–July 2016. This research is part of a 
larger study entitled "Income Contribution, Food 
Consumption, Iron Deficiency Anemia among 
Women Workers in Tea Plantation and the Effect 
of Multinutrients Supplementation with Nutrition 
Education to Increase Their Productivity " chaired 
by Faisal Anwar. 
Sampling
Subjects in this study were tea pickers. 
Inclusion criteria in the selection of subjects 
were women of childbearing age 15–49 years 
old, married/never married, not pregnant and/or 
breastfeeding, and were willing to participate in 
this study by filling out the informed consent. The 
minimum number of subjects was 116 people. 
This amount was obtained based on the formula 
from Lemeshow et al. (1997) by using the 
prevalence of anemia in women of childbearing 
age in West Java of 13.4% (BPPK Depkes RI 
2008), the total population of 250, and the degree 
of trust of 5%. This research has received ethical 
approval from Diponegoro University No. 22/ 
EC / FKM / 2015.
Data collection
The type of data collected is primary and 
secondary data. The data in this study are baseline 
data from the leading research. Primary data 
include Haemoglobin (Hb) level, socioeconomic 
characteristics (age, marital status, household 
size, recent education, household expenses), 
health status, nutritional status (anthropometry 
and anemia status), and quality of life. Blood 
drawn for the Hb test did not require the subject 
to fast, the blood samples were analyzed 
using HemoCue Hb 201+. Data on subject 
characteristics and health status were obtained 
through interviews using a questionnaire. Quality 
of life data was collected through interviews 
with the Short Form-36 (SF-36) questionnaire 
consisting of the Physical Component Summary 
(PCS) and Mental Component Summary (MCS). 
PCS consists of physical function, physical 
role, pain, and general health dimensions. MCS 
consists of vitality, social functions, the role of 
emotions, and mental health. The SF-36 used has 
been translated and tested to have good internal 
consistency with an alpha coefficient ≥0.70 
(Rachmawati et al. 2014). 
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Data analysis
The data was processed and analyzed 
using Microsoft Excel 2013 software and SPSS 
version 16.0. Subjects were categorized to be 
anemic if the Hb concentration was <12.0 g/dl. 
The calculation of nutritional adequacy level 
is calculated according to nutritional adequacy 
recommended by the Ministry of Health of the 
Republic of Indonesia (MoHRI 2013). The 
nutritional status classified as underweight (BMI 
<18.5 kg/m2), normal (BMI 18.5–24.9 kg/m2), 
overweight (25.0–26.9 kg/m2), and obese (BMI> 
27 kg/m2). Health status data consists of a history 
of illnesses and health conditions within the past 
four weeks.
Questions contained in the SF-36 
questionnaire (RAND 2009) were related to the 
subject's general perception of their health at 
the point of interview compared to four weeks 
ago. The SF-36 questionnaire consisted of 36 
questions representing eight dimensions namely 
physical function (10 questions), physical role (4 
questions), pain (2 questions), general health (5 
questions), social function (2 questions), vitality 
( 4 questions), the role of emotions (3 questions), 
and mental health (5 questions). Quality of life 
is categorized based on the average quality of 
life score. Subjects had a good quality of life 
if the score ≥74 and less if the score <74. The 
bivariate analysis uses the Pearson correlation 
test if the data is normally distributed and the 
Spearman Rank correlation test if the data is not 
normally distributed. To analyze factors affecting 
the quality of life, logistic regression analysis 
was used. The variables included in the logistic 
regression analysis were the variables which in 
the bivariate analysis have p<0.25. The results 
were said to be statistically significant when 
p<0.05.
RESULTS AND DISCUSSION
Socioeconomic characteristics
Table 1 shows that the mean age of the 
subjects was 41.7±5.5 years. More than half of 
the subjects (67.2%) were middle aged (41 to 60 
years). According to Leslie & Hankey (2015), 
the amount of energy needed by the body will 
increase with age and reach its peak in adulthood, 
then the amount of energy needed by the body will 
decrease again afterward. In addition to decresing 
energy need, towards the age of 45 years, there 
will also be a decrease in work capacity, which 
includes functional, mental, and social capacity 
(McPhee et al. 2016 ).
Most subjects completed the elementary 
school level education (57.8%). According to 
Pradono and Sulistyowati (2014), low levels of 
education will affect the low ability to develop 
effective life capacities, which will ultimately 
affect the ability and skills to work, access to 
health facilities, welfare, and social support.
Almost all subjects had a small number 
of family members, less than four people 
(74.1%). The family size largely determines 
the family needs. More family members mean 
more resources are needed to meet the family 
needs (Erwin & Karmini 2012). The average 
expenditure per capita of the subjects was Rp. 
626,958±Rp. 312,655. Most subjects were 
classified as not poor (82.8%). Almost all subjects 
were married (94.0%).
Table 1. Distribution of subject characteristics 
Characteristics n %
Age (years)
     Young adults (18–40) 38 32.8
     Middle adulthood (41–60) 78 67.2
     Average±SD 41.7±5.5
Education
     No school 1 0.9
     Not completed in elementary school 35 30.1
     Elementary school/equivalent 67 57.8
     Junior high school/equivalent 12 10.3
     High school/equivalent 1 0.9
Number of family members (people)
     A small family ( ≤4 ) 86 74.1
     Medium family ( 5–6 ) 27 23.3
     Large family ( ≥7 ) 3 2.6
Expenditures per capita
     Poor (<Rp. 344,000) 20 17.2
     Not poor (≥Rp. 344,000) 96 82.8
     Average±SD 626,958±312,655
Marital status
     Married 109 94.0
     Divorced 7 6.0
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Nutritional status. Nutritional status was 
assessed through anthropometric methods (Body 
Mass Index) and biochemistry (hemoglobin 
levels). Table 2 shows that 44.0% of the subjects 
were classified as having normal nutritional 
status, but 53.4%  of the subjects were classified 
as overweight and obese. The prevalence of 
subjects who had a BMI >25 in this study was 
greater than the Riskesdas data (2013), which 
was 32.9% and the research of Mahardikawati et 
al. (2008) on tea pickers in Pangalengan which 
was 30.4%. Good nutritional status is needed by 
tea pickers to be able to improve performance 
and productivity; this is mainly due to the work 
of tea pickers relying heavily on physical fitness 
(Kundu et al. 2013).
Anemia is a condition when the body 
lacks in red blood cells, or the concentration 
of hemoglobin in the blood is insufficient so 
that there is a disruption in transporting oxygen 
throughout the body (Balitbangkes 2013). Table 2 
shows that the prevalence of anemia was 28.5%. 
The average hemoglobin level was 12.6 g/dl, 
with the lowest level was 9.1 g/dl, and the highest 
was 14.8 g/dl. The prevalence of anemia in this 
study is greater than the prevalence of anemia 
in women in Indonesia, which is 23.9%. Iron 
deficiency and anemia can reduce work capacity 
and productivity through decreased oxygen 
supply to tissues (Haas & Brownlie 2001).
Health status. Health status is a description 
of the history of the disease suffered by the 
subject at the point of interview and the subject's 
health condition in the last four weeks. Health is 
a basic right of every human being and is one of 
the factors that determine the quality of human 
resources. Table 2 shows that most of the subjects 
complained about Acute Respiratory Infections 
(ARI) (81.9%) and joint pain (73.3%) at the point 
of interview. Tea pickers work by collecting tea 
using a container that is carried on the back. The 
tea loads that reach about 40–75 kg/day on their 
back ca uses muscle tension and discomfort. 
Meanwhile, for the history of illness the majority 
(83.6%) of subjects had suffered from various 
health complaints and the most common was ARI 
(39.2%). Health complaints experienced by the 
subject can hamper work productivity (Agung 
2008).
Quality of life. According to Fayers and 
Machin (2007), quality of life is a component of 
happiness and satisfaction with life. The definition 
of quality of life is often of a different meaning 
for each person because it has many influencing 
factors such as finance, safety, and health. For 
this reason, a term of quality of life-related to 
health is used in the field of health. Assessment 
of quality of life is not only influenced by 
physical conditions, but also by mental, social 
and emotional states so that it can be seen as a 
multidimensional concept consisting of three main 
areas namely physical, psychological (cognitive 
and emotional), and social (Loonen et al. 2001). 
Assessment of quality of life provides new 
insights in the assessment of long-term outcomes 
Nutritional status n %
Body Mass Index (kg/m2)
     Thin (<18.5) 3 2.6
     Normal (18.5–24.9) 51 44.0
     More (25–26.9) 20 17.2
     Obesity (≥27) 42 36.2
     Average±SD 25.8±3.8
Non anemia (Hb>12 g/dl) 83 71.5
Anemia
     Mild (Hb 11.0–11.9 g/dl) 24 20.7
     Moderate (Hb 8.0–10.9 g/dl) 9 7.8
     Average Hb±SD (g/dl) 12.6±1.1
Health status n %
Infectious Disease
     Tuberculosis 3 2.5
     ARI* (cough, runny nose) 95 81.9
     Helminthiasis 6 5.2
Non-communicable diseases
     Joint pain 85 73.3
     Hypertension 46 40.0
     Uric acid 46 40.0
History of health conditions for the past 
four weeks
     Pain free 19 16.4
     Sickness 97 83.6
     ARI (cough, cold) 38 39.2
     Fever 3 3.1
     Hypertension 3 3.1
     Stomach pain 13 13.4
     Joint pain 12 12.4
     Headache 14 14.4
     Etc 14 14.4
ARI: Acute Respiratory Infections
Table 2. Distribution of subjects based on nutrit-  
              ional status and health status
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based on the definition of health, according to 
the World Health Organization (WHO), which 
is physically, mentally, and socially healthy, not 
only free from disease or weakness. Assessment 
of the quality of life of the subjects in this study 
was carried out using a standardized Short Form 
36 (SF-36) questionnaire. Quality of life in this 
study consists of eight dimensions, namely 
physical function, physical role, emotional role, 
vitality, mental health, social function, pain, and 
general health. Also, quality of life is divided 
into two major components, namely the Physical 
Component Summary (PCS) and the Mental 
Component Summary (MCS). Table 3 shows 
that the average score of the highest quality of 
life of subjects was in the dimensions of physical 
function (88.8±17.2), and the lowest was in the 
dimension of pain (62.1±22.9). Meanwhile, the 
average PCS subject score was 70.4±18.0, and 
MCS was 78.0±15.2. Table 3 also shows that 
more than half of the subjects had a relatively 
good quality of life (62.1%), and only 37.9% of 
the subjects classified as having a poor quality of 
life.
Socioeconomic characteristics and the 
quality of  life. Table 4 shows that there was no 
relationship between age, education level, marital 
status, and subject expenditure with physical 
components (PCS) and mental components of 
quality of life (MCS) (p>0.05). This result is in 
line with the study of Al-Aboudi et al. (2015), 
which shows that there was no significant 
relationship between age, education level, and 
health-related quality of life. However, the 
results of Bjorner's research (2013) on 3,445 
adult subjects in Massachusetts, Illinois, and 
California showed a different thing that there was 
a strong relationship between high quality of life 
scores with younger subject's age, marital status, 
and education level. Table 4 also shows that there 
was a relationship between the number of family 
members and the PCS score (p=0.003, r=0.277). 
The greater the number of family members, the 
better the quality of life score of the subject based 
on the dimensions of physical role and PCS. This 
means that the greater number of family members 
does not reduce the amount of time and limit the 
subject to work/activities related to the physical.
Nutritional status and quality of life
The eight dimensions of quality of life 
related to health can be concluded into two parts, 
Table 3. The average score of quality of life of 
               the subjects by dimensions and the dist-
                 ribution of subjects by the quality of life 
               categories
Dimension Average Elementary school
Physical function 88.8 17.2
Physical role 66.4 44.1
The role of emotion 81.9 36.4
Vitality / energy 69. 5 13.5
Mental health 74.7 14.5
Social function 86.0 18.7
Pain 62.1 22.9
General health 64.2 10.9
PCS 70.4 18.0
MCS 78.0 15.2
Quality of life category n %
Good (scores ≥74) 72 62.1
Poor (score <74) 44 37.9
Average±SD 74.2±14.7
PCS: Physical Component Summary; MCS: Mental Com-
ponent Summary
Characteristics Correlation 
coefficient
Quality of life
PCS3) MCS4)
Age
r 0.084 -0.011
p1) 0.372 0903
A long time of 
school
r -0.049 -0.119
p1) 0601 0.203
Marital status
r -0.122 -0,077
p2) 0.193 0.413
Spending
r 0.135 0.11
p1) 0.149 0.238
Number of family 
members
r 0.277 -0.018
p1) 0.003* 0.847
1)Pearson correlation test; 2)Rank-spearman correlation 
test; *significantly related to p<0.05; 3)PCS: Physical Com-
ponent Summary; 4)MCS: Mental Component Summary
Table 4. Relationship of subject's socioeconomic  
              characteristics with quality of life dime-
              nsions
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namely Physical Component Summary (PCS) 
and Mental Component Summary (MCS). PCS 
consists of dimensions of physical function, 
physical role, pain, and general health. MCS 
consists of vitality, social functions, the role of 
emotions, and mental health. The nutritional status 
of the subjects was assessed based on body mass 
index and hemoglobin levels. Table 5 shows that 
the average PCS scores in the nutritional status 
of thin, normal, overweight, and obesity were 
71.9±21.3, 68.5±19.6, 75.0±12.7, 70.6±18.1, 
respectively. The highest average PCS scores 
were in subjects with overweight nutritional 
status, and the lowest was in subjects with normal 
BMI. These results are in line with the study of 
Ul-Haq et al. (2012), which showed that quality 
of life scores improved in overweight subjects, 
but decreased in obese subjects. Research Brown 
et al. (2000) in Australia show different things. 
Subjects who had a normal BMI (18.5–25 kg/m2 
) has the highest scoring average for the domains 
of physical functioning, general health, and 
vitality on the SF-36 questionnaire. According 
to Brown et al. (2000), women of childbearing 
age who have excess BMI tend to have more 
health complaints such as hypertension, asthma, 
headaches, back pain that can affect the subject's 
decreased perception of the quality of life. This 
difference in results is thought to be caused 
because, in this study, half of the subjects who 
had a normal BMI had anemia (45.5%) and were 
ill in the last four weeks (42.3%).
Table 5 shows that the mean MCS scores 
on thin, normal, excessive, and obese nutritional 
status were 67.2±11.4, 79.4±14.4, 77.2±14.8, 
77.5±16.5. The highest average MCS score is 
in normal nutritional status, and the lowest is 
in subjects with underweight nutritional status. 
These results are in line with the research of Wee 
et al. (2010) on Asian ethnic subjects (Chinese, 
Malay, and Indian) in Singapore, which showed 
that subjects with lean BMI were associated 
with MCS scores that were lower by 1.3 points 
compared to other BMI. Research Huang et al. 
(2006) in Taiwan showed that subjects with both 
overweight and obese BMI had higher mental 
component scores compared to those with 
normal BMI. The increase in BMI is followed 
by increasing MCS scores can be explained by 
socio-cultural factors such as values, attitudes, 
beliefs, and people's perceptions of body 
weight. Eastern culture views being overweight 
as something normal, healthy, beautiful, and 
a symbol of prosperity and happiness. This 
research also shows subjects tend to only begin to 
realize the dangerous health consequences when 
the subjects are hugely overweight.
The Pearson correlation test showed that 
there was no relationship between body mass 
index (BMI) and the dimensions of quality of life 
(p>0.05) (Table 6). This result is in line with the 
research of De Zwaan et al. (2009), which states 
that there is no relationship between BMI with 
quality of life-related to health. However, Ul-Haq 
et al. (2013) showed different results; namely, 
there was a relationship between BMI and quality 
of life-related to health where the subjects with 
higher BMI tend to have lower PCS and MCS 
scores.
Table 6 also shows that there is no 
relationship between anemia status and quality of 
life (p>0.05) this presumably because hemoglobin 
Nutritional status
Quality of life
PCS* MCS*
Thin 71.9±21.3 67.2±11.4
Normal 68.5±19.6 79.4±14.4
Overweight 75.0±12.7 77.2±14.8
Obesity 70.6±18.1 77.5±16.5
*PCS: Physical Component Summary; *MCS: Mental Com-
ponent Summary
Table 5. Average nutritional status scores based 
              on the quality of life
Table 6. The relationship of nutritional status 
              with quality of life
Nutritional 
status
Correlation 
coefficient
Quality of life
PCS* MCS*
Body Mass 
Index 
(BMI)
r 0.032 -0.007
p1) 0.734 0.94
Anemia 
Status 
(Hb)
r 0.002 0.065
p1) 0.986 0.49
1)Pearson correlation test; *PCS: Physical Component Sum-
mary; *MCS: Mental Component Summary
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levels in anemia subjects are classified as mild to 
moderate (8.0–11.9 g/dl). According to Beck et 
al. (2012), often, sufferers of mild to moderate 
anemia do not realize that they have anemia, so 
the subject tends to work as usual and does not 
interfere with the daily activities of the subject. 
Moreover, research by Locatelli and Del Vecchio 
(2014) showed that worsening scores on each 
dimension of quality of life in subjects with 
anemia was significant when their Hb was <9.0 g/
dl. Thus, subjects with mild to moderate anemia 
tend not to have significant clinical effects 
because the subjects have reached a more stable 
state. A more stable hemoglobin level will affect 
the subject’s better perception of his/her quality 
of life. 
Health status and quality of life
Table 7 shows that there was a significant 
relationship between health conditions in the past 
four weeks with PCS scores (r=0.39; p=0.001) 
and MCS (r=0.229; p=0.014). Most subjects in the 
last four weeks experienced health problems with 
symptoms including fever, cough, sore throat, 
coryza (runny nose), and shortness of breath. 
This might have been caused by the weather 
during the data collection, which was in the rainy 
season. In addition, the condition of most of the 
sick subjects also affects the MCS scores. This 
is possible because when suffering from Acute 
Respiratory Infections (ARI), subjects tend to 
limit social activities such as visiting relatives, 
neighbors, studying, and social gatherings to 
prevent disease transmission thus increases the 
feeling of isolation.
The results of this study are in line with the 
study of Linder and Singer (2003) which showed 
that subjects who experience symptoms of fever, 
cough, sore throat, coryza (colds), and shortness 
of breath tend to experience a significant decrease 
in quality of life scores (p<0.001). The decrease 
in quality of life scores in this study not only on 
the PCS scores (Dimension of physical function, 
physical role, body pain, and vitality), but there 
is also on the MCS scores (Dimension of social 
function, and mental health) (Linder & Singer 
2003). 
Factors affecting the quality of life
The results of the multiple logistic 
regression test showed that the variables that 
affect the subject's quality of life were the number 
of family members and subjects' expenditures 
(Table 8). Subjects who have a large number of 
family members (≥4 people) are had 3.5 times 
higher risk to experience lower quality of life 
compared to subjects who have small families 
(<4 people) (OR=3.52; 95% CI:1.23–10.05). The 
small number of family member enables family 
to increase social status. Families increasingly 
have the chance to send their children to higher 
education, increased health status, and more 
excellent savings opportunities so that it will 
have an impact on the quality of life that is 
increasing. Research by Santos et al. (2016) also 
showed that workers who lived with more than 
four people were associated with a lower quality 
of life. A large number of family members allow 
a person to be overloaded with work, which can 
affect health.
Table 8 shows that subjects with monthly 
expense of >Rp. 343,646 had lower risk of 
experiencing low quality of life 59.7% compared 
to subjects who had household an expense of 
Table 7. Relationship of health status with quality 
             of life
Health status Correlation 
coefficient
Quality of life
PCS1) MCS2)
Acute 
Respiratory
Infection (ARI)
r -0.118 -0.059
p 0.209 0.527
Joint pain
r -0.054 -0.121
p 0.563 0.197
Health 
conditions for the 
past 4 weeks
r 0.309 0.229
p 0.001* 0.014*
*The Spearman Rank correlation test is significantly related 
to p<0.05
1)PCS: Physical Component Summary; 2)MCS: Mental 
Component Summary
Table 8. Logistic regression analysis of subjects'   
             quality of life
Variable p OR 95% CI
Number of family 
members
0.019 3,521 1,233–10,052
Total expenditure 0.041 0.403 0.168–0.964
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<Rp. 343,646 (OR=0.403; 95% CI:0.17–0.96). 
The result implies that higher income has led 
to lower risk of deteriorating quality of life. 
However, the size of income alone is not enough 
to determine health status and quality of life of 
the household. According to Sulistyowati et al. 
(2017), the composition of household expenditure 
can be used as a measure to assess the level of the 
economic welfare of the community, the higher 
the percentage of expenditure for food against 
total expenditure, the lower the welfare of the 
community. This study found the proportion 
of the household expenditures were as follow 
(1) basic food (15.8%), (2) cigarettes (12.7%), 
(3) education (9.7%), (4) snacks (11.9%), (5) 
installments/credit (8.5%), and (6) health (3.2%). 
We found the expenditure for cigarettes in 
our survey was almost the same to the proportion 
of income allocate for food. According to Semba 
(2006), poor household heads who smoke 
reached 73.8%, and spending on tobacco reach 
22% per capita per week of total the household 
expenditure. Increased household expenditure 
to buy cigarettes has strained the ability of the 
households to meet their basic needs, such as 
food consumption, education, and health. This 
lead to deteriorating health conditions, causes 
anxiety and discomfort; furthermore, this can 
affect a person's quality of life (Do & Bautista 
2015). 
CONCLUSION
Most subjects classified as having a body 
mass index (BMI) >25 kg/m2 (obese). The 
prevalence of anemia in this study was 28.5%, 
with an average hemoglobin level of 12.6 g/
dl. The most common infectious and non-
communicable diseases suffered by the subject 
are Acute Respiratory Infection (ARI) and joint 
pain. Most subjects suffered pain in the past four 
weeks. Most subjects had a relatively good quality 
of life, with an average score of 76.3±13.3. There 
is a positive relationship between the number of 
family members with physical role dimensions 
and Physical Component Summary (PCS). There 
is no significant relationship between nutritional 
status and anemia status with quality of life. 
There is a positive relationship between ARI 
with dimensions of social function and joint pain 
with the role of emotions. There is a positive 
relationship between the health conditions of 
the past four weeks with dimensions of physical 
roles, general health, vitality/energy, mental 
health, PCS, and MCS. Factors that influence the 
quality of life of the subject are the family size 
and total household expenditure.
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